Purpose: To describe the experiences of informal caregivers with the nursing care received by relatives hospitalized for mania.
BACKGROUND
Bipolar disorder (BD) is a severe mental illness that affects the quality of life for both patients and relatives. [1] [2] [3] [4] [5] There are two major types of BD: BDI and BDII. 6 BDI is characterized by episodes of mania; BDII is characterized by episodes of hypomania-a less severe form of mania. 6 Mania is a period of elevated, tense mood and increased activity or energy during a period of at least one week for most of the day or when hospitalization is otherwise necessary. 6 The treatment of BD is described in guidelines and typically entails pharmacotherapy, psychoeducation, psychotherapies, and interventions to enhance self-management. [7] [8] [9] [10] Patients in a manic episode often require treatment on a closed psychiatric ward. 9 Besides, due to poor illness perception and often problematic behavior, the hospitalization of patients in a manic episode is often involuntary. 9 In addition to professional caregivers, relatives are often important for patients as informal caregivers. 11 An informal caregiver can be defined as A person who, in the perception of the patient, is an important person in his or her life, who is not a professional, and who delivers significant support and care for the patient. 12 Given their relationship to the patient, informal caregivers-further referred to as caregivers hereare also affected by the illness of a patient. 1, 4 Symptoms of mania mostly have a negative influence on the relationship between caregiver and patient. 1, 3, 5, 13 From the perspective of the caregiver, caring for a relative with mania is felt to be an obligation. 14 And coping with the manic behavior of the relative and trying to make sense of the situation can be a struggle for the caregiver. 3, 14, 15 During hospitalization, nurses are the professionals mostly present and involved in the multidisciplinary treatment of patients with BD. 9 The nursing care for patients in a manic episode on closed psychiatric wards consists of stipulating boundaries, administering medication, optimizing medication compliance, providing structure, and offering supportive communication. 13 Providing support for caregivers is also a part of the treatment of patients with psychiatric problems. One caregiver is registered as the first contact person. This caregiver is the person who is actively informed by the professionals of the ward about the condition of the patient and his or her recovery. Permission from the patient is nevertheless required to supply this information. 16 This can lead to a situation where the caregiver is in need of information and the patient is reluctant to give the permission. Then nurses can find themselves with a conflict of interests between the patient and the caregiver at times. 1 Moreover, under such circumstances, the quality of the nursing care can wane.
Despite the calls of researchers to explore the experiences of caregivers with relatives hospitalized for mania, [1] [2] [3] [4] 15 we still know very little about this. Insight from the perspective of caregivers is nevertheless needed to provide more tailored nursing care during the hospitalization of patients with acute mania and to meet the needs of the caregivers involved.
AIM
The aim of this study was to gain insight into the experiences of caregivers with the nursing care received by relatives during hospitalization on a closed ward for mania. This experiential knowledge can be used by nurses to plan, provide, and evaluate more tailored nursing care for both patients and caregivers.
METHOD
A descriptive phenomenological method 17 was chosen as the study design in order to understand the meaning of the lived experiences of caregivers with the nursing care provided for their family members. 18 
Population and sampling
In studies with phenomenological approach someone can be a participant by the lived experiences under study. 18 Therefore, the participants in this study had to be the caregivers for patients with BD who were hospitalized on a closed ward during the last year on account of a manic episode. A convenience sample based on willingness to participate was assembled. 19 The iterative process of sampling, data collection, and analysis was continued until data saturation was reached; no new codes were found for at least two interviews. 17 All of the caregivers were further required to be able to read, speak, and understand Dutch, and they had to be above the age of 18. To reduce the possibility of information bias, two additional exclusion criteria were imposed: having been hospitalized themselves on a psychiatric ward at some point during the past 5 years or working as a professional on a psychiatric ward at some point during the past 10 years.
Recruitment
Caregivers were recruited from three mental health organizations operating throughout the Netherlands. Two methods of recruitment were used. First, clinicians at the mental health organizations briefly described the study patients and asked them if they thought that their caregivers might be interested in participating. Telephone contact with potential participants was then sought by the first author, 
Data collection
The data were collected via in-depth, open-ended interviews. An aide memoire in the form of a list of relevant topics was used to provide flexibility during the interview and allow the interviewer to follow the accounts of the caregivers during the interviews. 20, 21 The aide memoire (Table 1) All of the interviews were audiotaped and transcribed verbatim.
An audit trail was kept during data collection and a logbook throughout the entire study in order to maximize the transparency of the findings.
All of the data were collected in keeping with the principles of the Declaration of Helsinki (World Medical Association 22 and the Medical Research Involving Human Subjects Act. 23 In accordance with the Dutch regulations for medical-ethical review, there were no objections to the conduct of the study.
Data analysis
In phenomenological designs, data are mainly analyzed in three steps;
first the original descriptions of the experiences are divided into units, second those units are transformed by the researchers into meanings, and third these meanings are combined to create a description of the essence of the experiences. 18 Due to the practical approach, the Stevick-Colaizzi-Keen method is often used in the analysis of phenomenological studies, 17 also in this study the Stevick-ColaizziKeen method is used. This method provides six steps in the analyzing process 17 (see Table 2 ). Bracketing by maintaining a reflective journal is the first step. The second step is to extract significant statement from the transcripts of the interviews. The third step is to conduct meaningful units. The Stevick-Colaizzi-Keen method prescribes the step of description of the essence in three individual steps, textual description, structural description, and the essence. 17 In order to strengthen the validity of the findings, the description of the essence of the experiences of the caregivers was sent to all of the participants for them to check. The participants were asked to indicate whether the essence was trustworthy regarding their experiences. 18, 21 During the course of the data analysis, peer debriefing was conducted following each step in the coding process. The iterative process of data collection and analysis was continued until data saturation was reached. 17 Data were analyzed with the aid of the NVivo 11 software. 24 
FINDINGS
Nine caregivers were found willing to participate in this research: eight via mental health organizations and one via the DABDC (see Table 3 
Nursing care
Due to the limited time spent on the ward, some of the participants mentioned that their experience with the nursing care was minimal. 
ward. I know her the best and that is what I told the nurses." (P6)
Participants saw a lack of limitation on stimuli in the ward.
For instance: overeating, television watching, and usage of internet
devices. "When he was posting all his manic thoughts on Facebook, I asked the nurses how it was possible that patients have access to internet." (P7)

Nursing attitudes
The attitudes of the nurses were experienced by participants as And others agreed that reorganizability of the nurses was important to increase the feeling of being safe on the ward: "It really helps her to feel comfortable on the ward when she can recognize the nurses." (P6)
Involvement of caregivers
The participants were ambivalent about their experienced about being involved in the care for their relative while hospitalized. Many stated that they needed a rest after a particularly stressful period: " With regard to the receipt of information, the experiences of the participants again varied widely. Most of them mentioned that being informed was an important part of their involvement. Only the actual partners of the hospitalized patients (see Table 3 The majority of the participants also reported receiving information on major treatment decisions too late. This occurred for changes of location, discharges, escalations, and seclusions. Given that such changes have direct consequences for the participants, moreover, they wished that they had been involved in the decision-making process. 
DISCUSSION
Perspectives of participants on the nursing care received by relatives during hospitalization for acute mania indicated three major themes:
the nursing care itself, the attitudes of the nurses, and the involvement of caregivers. With regard to the nursing care, the responses of the participants were diverse but predominantly two interventions were mentioned: medication and limit setting. It is possible that the participants were not present when certain activities were carried out and therefore did not mention these. It is also possible that participants do not consider activities such as structuring the day and night rhythm of the patient to be nursing interventions. Given the fact that symptoms of mania have a negative influence on the relationship between caregiver and patient, 1, 3, 5, 13 it could be possible that participants were more aware of interventions carried out by nurses that targeted at the manic symptoms the participants experienced as burdensome prior to the admission. That might explain limit setting and the provision of medication were mentioned by the participants as nursing interventions. Adherence of medication therapies is an important condition to recover from mania, and recovery is in best interest of both patient and caregiver. 3 The participants similarly had different opinions on the attitudes of the nurses although greater attention and compassion for the patient was commonly mentioned as desired. The Dutch guideline on bipolar disorder indeed describes the ideal nurse as experienced, clearly articulating expectations, providing structure and calm for patients, using humor, and giving patients real attention. 9 Nurses should have an open, nonjudgmental attitude towards patients. 1 Moreover, according to the guideline on bipolar disorder, all professionals should actively involve caregivers and support them as needed. 9 A number of the participants in the present study experienced lack of compassion for their relative and felt left alone by the nurses. Most of the participants experienced the nurses as little present with the patients on the ward and perceived this to have a negative influence on the patients and thus be undesirable. It is nevertheless possible, that nurses think that they do not need to be present when a caregiver is visiting a patient.
All of the participants expressed a desire to be involved-albeit to varying degrees-in the treatment of the patient during hospitalization. Partners of the patients had different experiences with involvement than the other types of caregivers, including parents and others who were the first contact person and should therefore be clearly involved and also informed of the patient's progress. The need for caregivers to be informed obviously stems from their level of concern for the patient and maybe feelings of guilt at times with regard to the condition of the patient. 2, 3 Caregivers often need more knowledge about the illness but also support for themselves. 15 It is important, for example, that caregivers learn to create and maintain their own personal space and thereby learn to recognize the limits on their responsibility for the functioning of the patient. 15 In a similar vein, community mental health nurses have been reported to experience a conflict of interests when it comes to the patient receiving mental health care and the caregiver at times. 1 This conflict can lead to the exclusion of caregivers during the hospitalization of their relatives while our findings show that participants want and need to be involved in the patient's treatment. This finding is in line with the more general benefits of caregiver involvement for improving illness outcomes and reducing caregiver burden. 4, 25 The participants interviewed in the present study reported contacting the community mental health nurse-with whom they often have a longer professional relationship-for information. The Dutch guideline on bipolar disorder 9 indeed prescribes a triangle of care for patients composed of professionals, caregivers, and patients. The lack of communication with participants reported in the present study shows a breakdown of the care triangle. In the future, research is therefore needed to determine just how caregivers can be involved as called for in the treatment of patients hospitalized for mania and bipolar disorder in general.
Study strengths and limitations
In order to enhance the reliability and validity of this study, the socalled trustworthiness criteria of Lincoln and Guba 26 were taken into account. Although data saturation was reached and participants were recruited from different organizations across the Netherlands, transferability of the findings remains questionable. Discussion of the qualitative analyses of the interview findings by the first and last authors until consensus could be reached in their interpretation promoted dependability of the findings. In order to strengthen the credibility of the findings, a member-check was performed. However, only one participant responded, which showed the member-check to be weak and thus of little value. The confirmability of the findings was promoted by bracketing by the first author.
In addition to the above, the authenticity of the findings has been hopefully demonstrated with the inclusion of actual quotes from the participants. The risk of a selection bias still exists in the form of clinicians only recommending caregivers who they thought would fit into the study or caregivers who were highly involved in the treatment of their relative anyway. By using a second recruitment method, we tried to reduce the possibility of selection bias.
Conclusion
The need for communication and thus being informed and involved were found to be the essence of the experience for caregivers when asked about the nursing care received by a relative during hospitalization for mania. The participants had little experience and therefore no clear views on the nursing care provided. The experiences of the partners of the patients versus the other caregivers differed. The partners were more positive about the attitudes of the nurses and the involvement of the caregivers in the treatment process and treatment decisions. The other participants reported feeling left out at times.
Implications for nursing practice
Mental health nurses should listen to the experiences of caregivers, offer them advice-when asked or deemed necessary, and inquire about the expectations and experiences of the caregivers with regard to the nursing care. Nurses should communicate more about the care being provided and the condition of the patient. Additionally, awareness of the differences in the involvement of partners versus other care-
givers by the nurses themselves should be raised in order for nurses to better meet the needs of all caregivers or, in other words, an essential part of the care triangle.
